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July 7, 2008

Rene Stephens

Hillcrest Home

1411 Falls Avenue East Suite 703
Twin Falls, Idaho 83301

RE: Hillerest Home, Provider #13G048
Dear Ms. Stephens:

This is to advise you of the findings of the Medicaid/Licensure survey of Hillcrest Home, which
was conducted on June 26, 2008.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. What corrective action(s) will be accomplished for those individuals found to have been
affected by the deficient practice;

2. How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

3. What measures will be put in place or what systemic change you will make to ensure that
the deficient practice does not recur;

4. How the corrective action{s) will be monitored to ensure the deficient practice will not
recur, 1.e., what quality assurance program will be put into place; and,
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5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expected to take the steps needed to achieve compliance within 60 days of
being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction. For corrective actions which require construction, competitive bidding, or
other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
July 18, 2008, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in Informational Letter #2007-02. Informational Letter
#2007-02 can also be found on the Internet at:

hitp://www healthandwelfare.idaho.eov/site/3633/default.aspx

This request must be received by July 20, 2008. If a request for informal dispute resolution is
received after July 20, 2008, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

Sincerely,

MONICA WILLIAMS NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
MW/miw
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i AM160 — see response to W
MM160 16.03.11.075.01 Ful Disclosure MM160 see response to W124

Full Disclosure. Each resident admitted to the
facility must be fully informed, as evidenced by
the written acknowledgement prior to, or atthe
time of admission, and during his residency of his
rights and of all rules governing patient conduct
and responsibilities.

This Rule is not met as evidencad by:

Refer io W124,

MM167) 18.03.11.075.07 Exercise of Rights MM157

Exercise of Rights. Each resident admitted to the
facility must be encouraged and assisted,
throughout his period of stay, to exercise his MM167 — see response to W125
rights as a resident and as a citizen, and to this
end can voice grievances and recommend
changes in policies and services to facility staff
andfor o outside representatives of his choice,
free from restraint, interference, coercion,
discrimination, or reprisal,

This Ruie is not met as evidenced by:
Refer to W125.

MM188| 16.03.11.075.09 (b) Mechanical Supports MM188
Mechanical supports used in normative situations MM188 — see response for W249
to achieve proper body positicn and balance are
not considered to be restraints, but must be
designed and applied:

This Rule is not met as evidenced by;

Refer to W248.

MM184 16.03.11.075.10(a) Approval of Human Rights MM194
Committee
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MM194 [ Continuved From page 1 Mi194 B o
Has been reviewed and approved by the facility's a
human rights committee; and i
This Rue is not met as evidenced by:
Refer to W282.
MM196( 16.03.11.075.10{c) Consent of Parent or MM196
Guardian
Is conducted only with the consent of the parent
or guardian, or after notice to the resident's :MM196 see response W263
reprasentative; and
This Rule is not met as evidenced by,
Refer to W263.
MM187 18.03.11.075.10{d) Written Plans MM197
Is described in written plans that are kept on file
in the facllity; and
This Rule is not met as evidenced by:
Refer to W3a12. MM 197 - see response for W312 .
MM212 16.03.11.075.17(a) Maximize Developmental MM212
Potential
The treatment, services, and habilitation for each
resident must be designed fo maximize the
developmental potential of the resident and must
be provided in the sefting that is least restrictive
of the resident's personal liberties: and MM212 - response for W242
This Rule is not met as evidenced by:
Refer to W242,
MM38C 16.03.11.120.03(a) Building and Equipment MM380
The building and all equipment must be in good
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repair. The walls and floors must be of such
character as to permit frequent cleaning. Walls
and ceilings in kitchens, bathrooms, and utility
rooms must have smooth enameled or equally
washable surfaces. The building must be kept
clean and sanitary, and every reasonable
precaution must be faken to prevent the entrance

I of insects and rodents.

This Rule is not met as evidenced by;

- Based on observation, it was determinad the

facility falled to ensure the facility was kept clean,
sanitary, and in good repair for 6 of 6 individuals
(Individuals #1 - #6) residing in the facility. The
findings inciude:

During an environmental review on 6/25/08 from
8:35 - 9:25 a.m., the following concerns were
noted:

Kitchen:

- The kick plate on the refrigerator contained a
build-up of food debris.

- FThe oven contained burned-on food.

Bining Room:
- The upholstery on 7 dining room chairs was torn
with exposed foam.

Living Room:

- The back of the tan loveseat contained 7
dime-sized holes. Present staff stated they were
caused by the metal springs inside the loveseat,

Individual #4's Bedroom:

: - There was a strong urine odor in the room.

i Hall Bath:

- There was a goif ball sized hole in the wall near
the toilet.
- The toilet brush and its holder contained brown
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M Continued From page 2 380 Al} repairs and maintenance have been danLa. Alf

items listed on this tag were remedied as of
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Facility Manager will add these itemns to the
building inspection. Administrator and Quac!)&y
Assurance wifl do random building inspections fo
ensure compliance.
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FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN GF CORRECTION

{Xt) PROVIDER/SUPPLIER/GLIA
IDENTIFICATION NUMBER:

136048

B, WING

{X2) MULTIPLE CONSTRUCTION
A. BUILDING

£X3) DATE SURVEY
COMPLETED

06/26/2008

NAME OF PROVIDER OR SUPPLIER
HILLCREST HOME

STREET ADDRESS, CIiTY, STATE, ZIP CODE

2115 HILLCREST DRIVE
TWIN FALLS, 1D 83301

(X4} D
PREF|X
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

D
PREFIX
TAG

CRUSS-REFERENCED TG THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

X5
(EACH CORRECTIVE ACTION SHOULD B8E )

COMPLETE
DATE

DEFIGIENCY)

MM380

MME20

MMS34

MMEEE

Continued From page 3

_matter.

Back Bathroom:
- The shower curtain contained a 1 foot by 4 inch
strip of black mildew.

Meadication Room:
- The carpet contained soiled areas, specifically
in front of the door, in front of the medication cart,

: and in front of the bathroom door.

16.03.11.200.03(a) Establishing and
Implementing polices

The administrator will be respohsible for
establishing and implementing written policies
and procedures for each service of the facility
and the operation of its physical plant, He must
see that these policies and procedures are
acdhered to and must make them available to
authorized representatives of the Department.
This Rule is not met as evidenced by:

Refer to W276.

16.02.11.210 Resident Record Requirements

A record must be maintained for each resident of
the facility.

| This Rule is not met as evidenced by:

Refer to W111.

16.03.11.250.06(c) Therapeutic Diet Plan

Therapeutic diets must be planned in accerdance
with the physician’s order. To the extent that it is
medically passible, it must be planned from the
regular menu and must meet the resident's daily
need for nutrients,

MM388

MMB20

MM534

MM&S8

MMS520 - response for W276

MM534 - response for W111

MMB68 - response for W40

Bureau of Facliity Standards

STATE FORM
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FORM APPROVED
STATEMENT OF DEFICIENGIES X1y P {X3} DATE SURVEY
AND PLAN OF CORRECTION O ENTIEIGATON Hh £X2) MULTIPLE GONSTRUCTION COMPLETED
A, BUILDING
B. WING
136048 06/26/2008

NAME OF PROVIDER OR SUPPLIER

HILL.CREST HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

2115 HILLCREST DRIVE
TWIN FALLS, I 83301

(4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

0
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROFRIATE

DEFICIENGY)

(X5)
COMPLETE.
DATE

MMEEE

MM724

MM726

MMT735

Continued From page 4
This Rule is not met as evidenced by:

. Refer to WA480,

16.03.11.270.01(a) Assesments

As a basis for individual program planning and
program implementation, assessments must be
provided at entry and at least annually thereafter
by an interdisciplinary team composed of

- members drawn from or representing such

professions, disciplines or services areas as are
relevant to each parficular case.

This Ruie is not met as evidenced by:

Refer to W225.

186.03.11.270.01(d) Treatment Plan Objectives

" The individual treatment plan must state specific
. objectives to reach identified goals. The

objectives must be:
This Rute is not met as evidenced by:
Refer to W227.

16.03.11.270.02 Heaith Services

The facility must provide @ mechanism which
assures that each resident's health problems are
brought to the attention of a licensed nurse or
physician and that evaluation and follow-up
occurs relative to these problems. In addition,
services which assure that prescribed and
pianned health services, medications and diets
are made available {o each resident as ordered
must be provided as follows:

This Rule is not met as evidenced by:

Refer to W322.

MMB6S

MM724

MM728

MMT35

MM724 - response for W225

MMT729 - response for W227

MM735 - response for W322

Bureau of Facility Standards
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FORM APPROVED
STATEMENT OF DEFICIENCIES 1) PROVIDER/ISUPPLIER/CLIA e TRUCTI (X3} DATE SURVEY
AND PLAN OF CORRECTION o IDENTIFICATION NUMBER: (2) MULTIPLE CONSTRUCTION COMPLETED
A, BUILDING
B. WING
136048 06/26/2008

NAME OF PROVIDER OR SUPPLIER

HILLCREST HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

2115 HILLCREST DRIVE
TWIN FALLS, ID 83301

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES |
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1Y)
PREFIX
TAG

CROSBS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE

{X8)
GOMPLETE
DATE

BEFICIENGY)

MMBS5

MMB55

MMBE1

: This Rule is not met as evidenced by:
" Refer to W234.

Continued From page 5

16.03.11.270.08(c) Training and Habilitation
Record

There must be a functional training and
habilitation record for each resident maintained
by and avallable to ail training and habilitation
staff which shows evidence of training and
habilitation service activilies designed to meest the
objectives set for every resident.

16.03.11.270.08{f}{ii) Periodic Review

Initiating periodic review of egch individual plan of
care for necessary modifications or adjustments.

This Rule is not met as evidenced by:
Refer to W2E58.

MMB55

MMB55

MMBE1

MMBES - response for W234

MMBE61 - response for W256

Bureau of Facility Standards
STATE FORM
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